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Endoscopic ultrasound guided fine-needle aspiration without rapid on site evaluation by cytopathologist: An institutional experience Sir, The adequacy rate and number of needle passes are the key determinant factors in endoscopic ultrasound guided fine-needle aspiration (EUS-FNA). Many studies have reported improved diagnostic yield by having rapid on site evaluation (ROSE) by a cytopathologist. [1, 2] However, a recent systemic review reported that ROSE is associated with an improvement in adequacy rates when implemented at sites where the per-case adequacy rate without ROSE is low. [3] Another meta-analysis showed that ROSE is associated with a small, but statistically significant, improvement in adequacy rates. [4] However, availability and cost effectiveness of ROSE by a cytopathologist has always been an issue, especially in developing countries like India. We have been doing EUS-FNA without ROSE at a high volume tertiary care center and we retrospectively analyzed our data from January 2013 to September 2014. A total of 226 patients with 242 solid lesions underwent EUS-FNA by a linear Olympus GF-UCT180 echoendoscope (Olympus America Inc., Center Valley, PA, USA) using a 22 gauge needle. During EUS-FNA procedure, we made 10-12 to-and-fro movements during each pass, did fanning and applied suction with a 10 ml syringe for 2-4 s. The slides were prepared by the resident after spreading material from the needle and reviewed by the gastroenterologist for gross appearance for presence of material. Half of the slides prepared were fixed with ethanol, and half were air dried. The site was lymph node in 122 lesions (50.4%), pancreas in 84 lesions (34.4%), liver in 14 lesions (5.8%), subepithelial gastrointestinal tissue in 13 (5.4%) and others (lung, biliary and adrenal) in 9 lesions (3.7%).
The slides were sent to the pathology department and examined by the cytopathologist after staining. The sample was reported adequate if there were enough cells of the representative tissue to make a conclusive diagnosis of a benign or malignant pathology. If there were few abnormal cells suspicious of malignancy, the sample was considered adequate. Of a total 242 lesions sampled, 215 (88.8%) were reported adequate and did not require a repeat EUS-FNA. The adequacy rate of lymph node lesions, which were the most common, was 90.9%. Otherwise, the adequacy rate varied depending on the type of lesion [ Table 1 ]. Furthermore, the mean number of passes was calculated for various lesions, and it was maximum for pancreatic lesions (2.62 ± 1.18), which are considered relatively hard lesions.
Our experience shows that, at high volume centers where an experienced gastroenterologist is available, performing a EUS-FNA even in the absence of ROSE yields acceptable results. It is not that all the studies using ROSE yielded better results. In a prospective multicenter study with 409 patients, two centers used ROSE and two did not. [5] Results were similar in both groups, and merely differed in a higher negative predictive value in the subgroup of patients with extra intestinal mass lesions in the group with ROSE. Therefore, keeping in view the unavailability and cost constraints of onsite pathologist, higher results can be obtained by better gross examination of the slides by the gastroenterologist. 
